immunologist suggested that AIDS 'must be contagious' because 'one-quarter' of all Africans are now infected. Sir Donald dealt tactfully with this misapprehension, and went on to say that, in units where an AIDS patient is unusual, he tends to be treated with wariness by staff, whereas familiarity and numbers breed a more relaxed approach. Professor Kennedy suggested this was an indication for special units, but Sir Donald pointed out that most district hospitals have very few AIDS patients. A general physician pointed out that sexually transmitted diseases are known as that precisely because they are not readily transmitted by more casual contacts.
A member of a healing organization offered its services to the Terrence Higgins Trust -mainly, he said, to improve the quality of the dying process. The special human problems to nurses posed by young AIDS patients -or indeed any young, dying patientwere touched upon, and the need for staffcounselling. A question was asked as to how long the virus could
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Managing drug addiction in general practice
Sir, We are pleased to read of the efforts made by Dr Martin and one of his partners (May JRSM, p 305) in providing a service for drug addicts, who are apparently neglected by psychiatric and social services in their area. Genuine interest, communicated through regular and frequent consultations, is surely beneficial to these often unpopular patients.
We are concerned, however, at their prescribing policy. Despite good intentions, we suggest that it will prolong rather than shorten the addicts' dependency upon drugs, their use of illicit drugs and their involvement in crime.
Firstly, Dr Martin writes of his 'dependent patients' that 'many of them are still taking opiates' after a period of 15 months. This is not surprising in the absence of any agreed timescale for withdrawal. Methadone maintenance is thus occurring 'by default'. Furthermore, he himselfquotes a study from Edinburgh where a lower mortality was achieved with a non-prescribing policy", Secondly, there is evidence that this policy will not achieve Dr Martin's first two 'immediate aims' of developing 'some social stability' and 'withdraw[al) from illegal activities'. One British study" actually showed an increase in drug offences among subjects prescribed opioids. An American study showed no improvement in social stability, employment status, or self-esteem in patients on maintenance methadone and 44% of the subjects later received convictions for criminal offences". In another study of 102 patients on methadone maintenance, 61.7% were dead, in prison, live in a dead body. Sir Donald said this was not known but that one must assume it could be quite a long time. A member of a kidney-patient association mentioned the special problems that AIDS poses to the organ donation programme: it was agreed on the platform that the virus can be present for possibly several months before the tests become positive. It was stressed again that, because of this additional risk, the blood transfusion service had adopted a 'belt and braces' policy, screening, but also refusing blood from those in high-risk categories.
Professor Kennedy closed this interesting and lively meeting by saying that AIDS made us reflect on the extent to which we have or have not conquered any disease. So much for medicine.
Gillian Tindall
Richard Lansdown (Accepted 9 March 1987) still addicted to illicit drugs, or unaccounted for at four-year follow-up", Thirdly, we would question the success of the outcome described for the 12 patients attending this practice. There is no evidence that transfer of dependence from methadone to dihydrocodeine is advantageous. A lifelong history of 'multiple prison sentences' (presumably incurred for crimes of all sorts) is not legitimately comparable with only 15 months of no conviction for specific ('drugs-related' or violent) crimes. The data are in any case incomplete and represent only anecdotal accounts of improvement in isolated areas in some patients.
Finally, Dr Martin quotes Vaillant and Marks s . 6 in support of the hypothesis that drug addicts will mature out of their addiction if maintained long enough on methadone. In fact, one of these papers! suggests that detoxification units (not methadone maintenance) may be instrumental in enabling patients to survive through this process. The paper by Vaillant is unfortunately unpublished but, as quoted by Marks" and by Martin, appears to suggest that heroin addicts are addicted for a mean period of 10 years. This 'natural' history of addiction, in the absence of further research, cannot be extrapolated to the addict in receipt of prescribed methadone. Such socially sanctioned prescriptions may well prolong the course of dependence and inhibit the 'natural' process of recovery. C C H COOK "Dr Martin replies below: Sir, I would agree with some of the statements made by Drs Cook and Lipsedge: for instance, my article describes improvement only in isolated areas and in some patients. I also agree that in other studies a lower mortality was achieved by a non-prescribing policy. However, when considering the outcome of care of patients who are abusing drugs, there are many factors to be considered, not least the closeness and care of supervision of each patient. The figures quoted in my article were, in fact, collected a year before publication: since then none of the patients involved has been in trouble with the police; the patient who was taking 150standard drinks of alcohol is now teetotal; and the woman who was pregnant now has a healthy child and a stable family life. Again, I realize that these results are anecdotal. We have discussed our policy with the consultant at our regional addiction unit and have his support for our treatment plan. We have also discussed the problem with the Bedford Drug Squad, who have told us that they have no problems in accepting our treatment policy. What is more, they have agreed to let us know if they consider that drugs that we prescribe are leaking on to the black market. To date, they have not told us that this is happening. They have also told us that whereas theft and burglary in Luton increased by 25% last year, these crimes actually fell slightly in Bedford. The detective with whom we spoke considered it possible that this was related to the fact that three practices in Bedford prescribe for patients who are addicted to drugs, whereas none in Luton does so.
As we have experience only within one practice and care for a relatively small number of patients, any results that we produce will be statistically meaningless. However, we have devised a treatment policy which has the support of our regional consultant. Since we have been caring for patients in this way we can recount what can only be anecdotes, such as 3 patients having had a longer period out of prison than ever before since they were 15 years old; one patient giving up a highly damaging intake of alcohol; one family reforming and getting their children back from care; and a couple having a baby and caring for it responsibly. Even though these must remain as anecdotes, we would suggest that perhaps the subject should be looked at again.
E MARTIN

General Practitioner Bedford
Electronic fetal monitoring in labour hospital last year was 30% and that many of these caesareans were the direct and exclusive result of monitor tracings. In view of the maternal and neonatal complications of caesarean sections and the fact that electronic monitors are not favoured in published comparisons of perinatal outcome I ,2, I wonder why we use them at all? Perhaps it has to do with the interventionist policy alluded to by Mr Steer. Obstetricians on this side of the Atlantic have also adopted an interventionist policy, partly in self-defence against litigation. Abnormal monitor tracings are embraced as one more pretext for caesarean section, with the typical abdominal delivery occurring 60-90 minutes after a monitor diagnosis of 'fetal distress'. It appears that Europeans are looking to midwives as the antidote to aggressive obstetrics and spiralling caesarean rates". They may be interested to know that the addition of midwives to our hospital staff has not retarded the local rise in caesarean births.
Why not turn off all the monitors? They do not prevent death or suffering regardless of the level of perinatal risk. They do not reduce workloads or costs in obstetrical units. And they do not prevent litigation.
A S CUNNINGHAM
Attending Paediatrician The Mary Imogene Bassett Hospital
Cooperstown, NY, USA
*The author replies below:
Sir, I can confirm that I was genuinely 'tongue-incheek' when I suggested a reduction in the use of electronic fetal monitors in labour. The continuous fetal heart rate record gives us far more information about the condition of the fetus than the Pinnard stethoscope could ever do; the fact that we have yet to understand fully how best to make use of this information is an argument for further research, not a reason to bury our heads in the sand and ignore it.
P J STEER
Department of Obstetrics and Gynaecology St Mary's Hospital, London
Unrecognized cervical subluxation Sir, I was pleased to read the case report by Plunkett et al. of cervical subluxation (January 1987 JRSM, p 46). Case reports of unrecognized cervical hyperflexion subluxation, also known as hyperflexion sprain, are always timely. We need constant reminders that unstressed radiographs of joints do not exclude unstable ligamentous disruption. We easily accept that negative radiographs of ankles and knees do not preclude unstable ligamentous injuries. Why if! it so difficult to accept a similar fact for the cervical spine? Perhaps the answer is simply that in many patients there is no easy way clinically to exclude an unstable ligamentous injury and clinicians want to believe that a negative X-ray means there is no serious
